case report
A 20-year-old known case of achondroplasia presented with itchy erythematous plaques over the bilateral axillary, inframammary, and gluteal skin folds with diffuse scaling over the scalp on and off for 5 years. She was born out of second-degree consanguineous marriage with no developmental delay. The patient had previously received a broad range of topical and systemic therapies that had to be discontinued due to ineffectiveness. She presented to our outpatient department with exacerbation of the symptoms in the past 2 months and also had a history of winter exacerbation. On examination, there were short limb dwarfism, frontal bossing, and lumbar lordosis, with the scalp showing diffuse, thick, yellow-colored scales with matting of hair. The lesions in the intertriginous area were moist, erythematous plaques with no scaling [Figures 1 and 2]. A differential diagnosis of seborrheic dermatitis, fungal and bacterial intertrigo, inverse psoriasis, and Hailey-Hailey disease was considered. Dermoscopy showed regularly arranged bushy red dots with thick, large, yellow-colored scales over the scalp, suggestive of psoriasis with pityriasis amiantacea, and to confirm the diagnosis, skin biopsy was done which showed features of hyperkeratosis and parakeratosis with hypogranulosis, elongated rete ridges, and suprapapillary thinning suggestive of inverse psoriasis [ Figure 3 ]. Due to financial constraints, the patient was started on dapsone 100 mg, gentian violet over the involved areas, and topical antifungal with steroid combination was applied application only over the scalp for 1 month. After 1 month of dapsone therapy, the patient started showing improvement in scalp and flexural lesions [Figures 4 and 5] . Dapsone was continued with good remission lasting for 3 months. 
Inverse Psoriasis with Pityriasis Amiantacea Treated Successfully with Dapsone

dIscussIon
Inverse psoriasis may occur as a primary disorder or as a Koebner phenomenon on the top of infective or seborrheic intertriginous dermatoses. [2] However, as treatment for psoriasis vulgaris is also effective for inverse psoriasis, it seems to have a pathophysiology similar to plaque psoriasis in other skin area. The pathophysiology involves an alteration in the activation of CD4 and CD8 T-cells and proliferation and differentiation of keratinocytes. It is still incompletely understood as to why the disease commences in this particular area; the anomalous proliferation and differentiation of keratinocytes may suggest that Koebner phenomenon of constant local mechanical and chemical irritation of flexion folds possibly perpetuates the process. [4] Inverse psoriasis usually presents itself as erythematous, well-demarcated, thin, and often symmetrical plaques in the intertriginous areas with poor or nondesquamation and lacks classical scaling of plaque psoriasis. [5] The lesions are associated with pruritus, pain, or burning sensation, causing irritation and scratching, leading to Koebner phenomenon and local lichenification. [6] The intertriginous area are usually warmth with moisture and frequent friction leads to maceration; the area is associated with absence of scaling, leading to modified clinical appearance of psoriasis in flexion folds, compared to classical psoriasis. Hence the diagnosis becomes difficult and resistant to treatment, when compared to other skin zones. [7] Skin biopsy might be an option, which shows the same classical histopathological characteristics, and dermoscopy shows the regularly arranged homogenous red dots.
Treatment options are usually limited and often difficult to determine because of the lack of evidence-based data, high sensitivity of the area involved, and increased penetration of topical treatments in this vulnerable zone, making it a challenge for the clinician. Treatment includes the use of weaker topical corticosteroids as a first-line treatment and Vitamin D preparations or tar-based treatments as second-line options. [8] There are reported cases with dapsone as a treatment option, which has shown great effectiveness and complete remission after 4 weeks of treatment. It acts by inhibiting neutrophilic adhesion and chemotaxis and myeloperoxidase. [1] Pityriasis amiantacea, also known as asbestos scalp, is an inflammatory scaling reaction of the scalp, occurring at any age. [9] It is characterized by large plates of scales firmly adherent to the hair and scalp. The condition usually begins during teenage years and can progress to typical psoriasis in 2%-15% of patients. [10] The essential features responsible for the asbestos-like scaling are diffuse hyperkeratosis and parakeratosis together with follicular keratosis, which surround each hair with a sheath of horn. It can also be observed as a sequel or complication of streptococcal infection, seborrheic dermatitis, atopic dermatitis, and lichen simplex. Treatment modalities mainly include topical anti-inflammatory corticosteroids and salicylic acid 5%-10%. Clobetasol propionate and ketoconazole 2% shampoo are effective. [10] Inverse psoriasis is a rare condition with an incidence of 3%-8%. Inverse psoriasis associated with pityriasis amiantacea and achondroplasia has not been reported in literature. Inverse psoriasis because of affection in the intertriginous areas becomes difficult to treat, and we have treated it with unique low-cost drug like dapsone, which showed remarkable efficacy limiting the use of more toxic immunosuppressives.
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